brought a new uncertainty to our lives. This new century is perhaps less inviting that we once thought. Certainly there will be change, but will it be for the better? Only time will tell. As we have highlighted before, the way we provide services for children and young people with diseases of their hearts is also bound to change. Not only will there be new and better treatments, but there will also be a new, developing, culture of partnership with these children and their families. We, the professionals providing care, will be held more and more accountable for what we do. This is change that is, at the same time, both worrying and exhilarating. We have a choice. Either we embrace this new culture of care, or we accept it grudgingly, as it is imposed upon us.
Here in the United Kingdom, the services provided for children with cardiac disease have been at the centre of the biggest upheaval in medical care seen in modern times. The biggest, and most expensive, costing approximately $20 million, inquiry into health care published its report in July of this year. The inquiry centred on the care of children recei ving complex cardiac surgery at the Bristol Royal Infirmary between 1984 and 1995. The main report, entitled "Learning from Bristol", stretches to 540 pages. It makes 198 recommendations. Many of these, if they are implemented, will make fundamental changes in the way paediatric cardiologists and cardiac surgeons work in the United Kingdom. 1 So how good is the report? There had been many predictions that the report would be a witch-hunt, but it is not. It does not pull its punches, and strongly criticizes several individual s, but the tone of the report can be best judged from a short extract:
"The story of the paediatric cardiac surgical service in Bristol is not an account of bad people. Nor is it an account of people who did not care, nor of people who wilfully harmed patients. It is an account of people who cared greatly about human suffering, and were dedicated and well-motivated. Sadly, some lacked insight and their behaviour was flawed. Many failed to communicate with each other, and to work together effectively for the interests of their patients. There was a lack of leadership, and of teamwork."
The statistical analysis commissioned by the inquiry shows that, between 1991 and 1995, between 30 and 35 more children died after open-heart surgery at Bristol than would be expected. There was certainly a problem, but it was not so much with individuals as with the culture of healthcare, the systems and structure in the British healthcare system, lack of clear standards, and lack of accountability. The chairman of the inquiry, Professor Ian Kennedy, said that he wrote the section on the report dealing with children's services with "some anger". Children with cardiac disease were not seen as a priority by the healthcare system. The anger he felt will be recognised by many professionals who have struggled to get a higher priority for these services over many years. It will also be shared by many parents, who feel they and their children have been let down by the system.
We commend this report to you. There is very little in it with which we would disagree. Much of the report covers specific events in Bristol, and many of the recommendations are about the British system. But there is also much that will interest our international readership, particularly the recommendations about the future of paediatric cardiac services. The report recommends that national standards should be set for all aspects of the care of children with cardiac disorders, including the minimum number of operations that should be carried out in any centre.
Interesting ly, it does not recommend a minimum volume itself, but does say that, in each year, each surgeon should undertake a minimum of 40 to 50 open-heart procedures on neonates and infants. It says that children with cardiac disease must be cared for in a paediatric environment, not as an adjunct to an adult service. The report makes no recommendations about reducing the number of units overall, but does say that surgery for rare conditions, such as common arterial trunk, should be concentrated in a maximum of two units. There has been much discussion since the report was published about this last recommendation. W hy common arterial trunk? W hy not more complex conditions, such as tetralogy with pulmonary atresia and multiple systemic-topulmonary collateral arteries? W hy not conditions known to have a particularly high risk, such as hypoplastic left heart? There will no doubt continue to be a heated debate. Regardless of this, the issue of concentrati ng the surgery for some conditions in a few centres has been firmly placed on the agenda.
Perhaps the main thrust of the recommendations of the report is directed at the analysis summarised above of what went wrong. The problem was with culture and systems. These must change, "The culture of the future must be a culture of safety and of quality; a culture of openness and accountability; a culture of public service; a culture in which collaborative teamwork is prized; and a culture of flexibility in which innovation can flourish in response to patients' needs."
Paediatric cardiac services in the United Kingdom are at a low ebb. Many feel demoralised by the constant drip feed of negative publicity in the last few years, and many feel threatened by the prospect of change. In contrast to this, a national audit of surgical outcomes has shown that results across the whole country are of a remarkably high standard, and that there is no difference in outcomes between any of the centres undertaking paediatric cardiac surgery. Indeed, there was no difference in the mortality rates between any of the individual surgeons. This, surely, is something to celebrate.
The cultural change taking place in medicine, and in our specialty particularly, both in the United Kingdom and in many other countries, is in our view welcome. It is an opportunity to provide care in better ways. The new culture will require new thinking. It will challenge our preconceptions, and will often make us feel uncomfortable, but we believe it will lead to better care, and better outcomes, for our patients.
